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Abstract 
Across the United States, improvements in health outcomes lag while health care costs 
rapidly rise. Medical personnel and resource shortages combined with high underinsured 
and uninsured rates further complicate access to quality, affordable health care. In order to 
better understand state-level solutions, we explore factors that contribute to health care 
deficiencies and emphasize Nevada’s unique obstacles. Drawing from effective policies in 
other states, we recommend several policies to improve health care outcomes in Nevada:  
• Reduce costs 
o Allow pharmacists to prescribe birth control 
o Increase funding for contraception  
• Address the medical supply shortage 
o Grant funding for residency programs to increase physician retention and 
accommodate medical school graduates 
o Allow physicians with licenses in other states to practice in Nevada 
o Remove telehealth parity laws  
o Join the Enhanced Licensure Compact  
o Repeal Certificate of Need review regulations to increase infrastructure 
competition 
• Increase coverage and reduce premiums 
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I. Introduction 
The quality of accessible health care is a high-priority economic, social, and political issue. Despite 
spending more on health care than peer countries, health care outcomes in the United States suffer 
in comparison. According to the Organization for Economic Cooperation and Development (OECD), 
the life expectancy in the United States (78.7 years) is lower than peer countries.1  Some disparate 
outcomes are related to the uninsured rate and comparatively higher cost of health care in the United 
States. The myriad factors that contribute to health care outcomes make it difficult to pinpoint only 
one cause for these differences.  
In general, Americans have unhealthier habits. According to a study by the National Institute of 
Health (NIH), U.S. citizens tend to consume less healthy food, abuse prescription and illegal drugs at 
higher rates, and engage in riskier sexual behavior than citizens in peer countries.2 Income inequality 
and discrimination also compound health gaps— low-income Americans, for example, are among the 
most likely to engage in risky health behavior (e.g. smoking) and among the least insured. Similarly, 
Black Americans have worse health outcomes than white Americans, and face medical racism when 
they do seek care.3 Poor U.S. educational outcomes and limited access to safety net programs may 
also contribute to worse health outcomes.4 As a result, Americans lack both the knowledge and means 
to obtain better health care. The National Research Council5 attributes some of the reason the U.S. 
has relatively poor health outcomes to Americans’ behavior. A few of the health outcomes that the 
National Research Council highlights follow.  
• Birth Outcomes: The U.S. ranks 33rd of 36 countries in the Organization for Economic 
Cooperation and Development (OECD) for infant mortality with 5.9 deaths per 1,000 live 
infant births compared to the OECD average of 3.9 deaths per 1,000 live births.6  
• External Causes of Mortality: In 2016, Americans experienced a 54% higher rate of death 
by external causes (car accidents, drug overdoses, etc.) than the average OECD country.7  
• Obesity and Diabetes: In 2016, around 40% of the U.S. population was considered obese, 
compared to 26.2% in the United Kingdom.8 
• Heart Disease: The U.S. lost 339 “potential years of life”9 to heart disease in 2015. The 
average comparable OECD country loses 146 years potential years of life due to heart 
disease per 100,000 people.10 
• Lung Disease: In 2012, the U.S. totaled 38.4 incidents of lung cancer per 100,000 people 
compared to the OECD average of 29.11 
Although health policy is debated among national politicians and health care is a concern for all 
Americans, the federal government struggles to enact lasting health care policies. Congressional 
action is limited by accountability to diverse constituencies, difficulty in allocating the resources 
necessary to administer a federal program, and intense political polarization. Even without these 
obstacles, administrative turnover destabilizes congressional and executive actions, which makes it 
difficult to predict what policies will be repealed shortly after enactment. For example, many of the 
key components of the Obama-era Affordable Care Act (ACA), the most significant American health 




riddled with uncertainty prevents patients, providers, insurance companies, and other key health 
constituents from effectively adapting to regulations.  
While some health issues may be efficiently and effectively addressed at the national level, states 
control many aspects of the country’s health care system. States have autonomy to develop unique 
medical licensing requirements, telehealth regulations, health funding structures, non-group 
insurance markets, and policies to address health deficiencies. Given the diversity in state 
demographics, labor markets, and health policies, health outcomes differ significantly across the 
country. For example, the highest life expectancy at birth in the U.S. (Hawaii, 82.0 years) is over 7 
years higher than the state with the lowest life expectancy (Mississippi, 74.9 years).12 Figure 1 
displays state life expectancies to represent how health varies geographically. 
Figure 1: Life Expectancy at Birth by State, 2010-201513  
 
The Nevada Health Care Environment 
Nevada’s life expectancy at birth, a proxy for health in general, is 0.3 years shorter than the national 
average (78.4 years compared to 78.7). Nevada also underperforms in other behavioral and 
metabolic health outcomes displayed in Table 1. Behavioral factors include actions people take that 
affect their health, while metabolic risk factors—like high blood pressure or unhealthy cholesterol 
levels—can contribute to more serious health conditions. The two combined account for 74% of 
county-level variety in life expectancy.14 Nevadans’ health behavior ranks better than the state’s 
structural indicators, so it is not surprising that Nevada’s life expectancy is closer to the U.S. average 
than the state’s structural indicators alone might suggest.15 While patients’ actions impact their 
health directly, around a quarter of health care disparities are directly related to health care.16 Policy 
could influence behavior through public health campaigns or education, but changing behavior is 
incredibly difficult and effective health infrastructure can considerably improve health outcomes 




According to a Commonwealth Fund analysis, Nevada ranks 48th of 50 states and Washington D.C. in 
overall health system performance.17 Although Nevada is susceptible to the same unhealthy habit 
trends found throughout the United States, the Silver State’s acute physician shortage, relatively high 
uninsured rate, low educational outcomes, and population characteristics likely contribute to its 
subpar health outcomes. Table 1 displays Nevada’s Commonwealth Fund scorecard rankings used to 
compare Washington D.C. and the states.18 Nevada ranks close to the bottom for almost every health 
indicator category. 
Table 1: Health Care Indicators in Nevada19 
Category Rank Examples of Metrics Included in Each Category 
Overall 48 Aggregated from each category 
Access & Affordability 50 Uninsurance rates, forgone care, patient cost share, visitation 
Prevention & Treatment 51 Preventative care, medication access, mental illness treatment 
Avoidable Use & Cost 38 
Potentially avoidable hospital admissions and readmissions, 
ambulatory care admissions, Medicare spending 
Healthy Lives 39 
Cancer mortality rates, suicide, infant mortality, self-reported health, 
smoking rate, obesity 
Health Care Disparities 24 
The difference between the states’ low-income and higher-income 
(400%+ of the federal poverty line) populations 
What Nevada Legislature Accomplished  
Nevada elected officials progressed towards guaranteeing adequate and affordable health care to its 
residents in its most recent two legislative sessions, but the state still has room for improvement. 
Nevada’s two most recent governors, Brian Sandoval (2011-2019) and Steve Sisolak (2019-present), 
have focused on finding solutions to Nevada’s acute economic and health problems. Legislative 
actions to address some of these challenges are explored below, delineated by gubernatorial 
administration. 
i. Governor Brian Sandoval (2011-2019) 
Former Governor Brian Sandoval’s legacy is defined, in no small part, by his health care record. 
Though originally opposed to the Affordable Care Act (ACA) and Medicaid expansion, Sandoval 
became a vocal defender of both when congressional Republicans tried to repeal the ACA. He was the 
first Republican governor to opt in and deliver Medicaid expansion to his state.20 Nevada’s uninsured 
rate fell substantially,21 however, the action had the unintended consequence of exacerbating the 
existing physician shortage. 
Prior to the launch of the University of Nevada, Las Vegas (UNLV) School of Medicine in 2017, Las 
Vegas was the largest metropolitan area in the United States without a medical school.22 Sandoval 




recognized that Nevada’s physician retention depends on the availability of opportunities for medical 
school graduates to remain in Nevada. To improve medical education, Sandoval authorized $27 
million to support the creation of the UNLV School of Medicine.23 When Anthem Blue Cross Blue 
Shield responded to ACA Marketplace uncertainty by removing plans in 14 counties across Nevada, 
the Sandoval administration negotiated with SilverSummit to guarantee coverage in rural counties.24 
Governor Sandoval defied hardline partisan politics by expanding Medicaid and defending the ACA.25 
In response to the October 1, 2017 shooting, Sandoval signed a temporary interstate compact to 
alleviate health care shortages by allowing licensed physicians from nearby states to practice in 
Nevada. 
The Nevada Legislature, which meets every two years for 120 days, passed several important health 
care bills during Sandoval’s tenure. One highlight from the 2011-2017 legislative sessions includes 
Senate Bill (SB) 448, which increased access to those in traditionally underserved areas by creating 
federally qualified health centers and rural clinics throughout the state. In 2015, Nevada ratified the 
Interstate Mental Health Compact through SB 35. In 2017, Assembly Bill (AB) 366 established four 
regional health policy boards to oversee changing health care needs and advise the legislature on 
appropriate action. For a complete list of enacted health-related bills, see Appendix A. 
ii. Governor Steve Sisolak (2019 - present) 
Governor Steve Sisolak was elected in November 2018 on a platform that prioritized Nevadans’ 
health care. In 2019, the Nevada Legislature’s 80th session focused on this issue. During that session, 
AB 469 ended surprise emergency room billing for out-of-network providers, AB 170 codified 
existing protections for patients with preexisting conditions, and SB 94 increased funding for family 
planning services.26  
Likewise, SB 544 established the Patient Protection Commission, fulfilling one of Sisolak’s primary 
campaign promises. The newly established commission, comprised of health experts and industry 
executives in Nevada, meets once a month to monitor rising costs, disparate health outcomes, and 
insurance plan availability. Though the commission only has the power to make recommendations, 
Sisolak hopes it promotes Nevadans’ interests by advocating for a patient-focused legislative agenda 
in 2021. 
Governor Sisolak is also leading the state’s response to COVID-19. On April 1, 2020, he signed a 
directive allowing medical professionals from other states and countries as well as retired Nevadan 
personnel to practice. The directive aims to alleviate the impact of the ongoing physician shortage 
throughout the course of the pandemic.27 Though Sisolak’s legacy is undefined, it is clear that he will 
continue to make health care a priority. 
While the last two administrations made considerable effort to improve Nevada’s health care, the 
state still falls short of meeting the health care needs of its residents. The following sections explore 
how cost, health care shortages, and health insurance coverage (or lack thereof) combine to affect 





The United States health expenditure per capita and as a portion of GDP are well above the global 
average, but Americans have worse health outcomes. In 2018, health expenditures made up 17% of 
U.S. GDP, displayed in Figure 2.28 The average American’s health care spending is more than twice 
that of the OECD average, as displayed in Figure 3. Although Americans’ spending is already 
staggeringly high, health spending is expected to grow on average 5.5% each year between 2018 and 
2027, outpacing projected GDP growth by 0.8 percentage points.29  




































Figure 3: Health Care Expenditures in OECD Countries (dollars per capita), 201931 
 
Nevada reflects the national trend of health expenditures exceeding GDP growth. Despite the fact that 
Nevada collects more tax revenue per capita than the average U.S. state,32 it ranks 49th for state public 
health funding per capita.33 Nevada’s private health insurance spending per enrollee is also 25% 
below the national average.34 Inadequate public health investment shifts the cost and health care 
burden to patients. It’s no surprise, then, that Nevada ranks 45th for adults aged 18+ who went 
without care because of cost (2017) among 50 states and Washington D.C. Similarly, 23% of 
Nevadans held medical debt in 2018.35 The personal budgets and health of Nevadans are strained by 
the rising cost of health care, an issue that demands the attention of policymakers. 
Rising costs are especially concerning for the uninsured, who pay about a third of the cost of health 
care through out-of-pocket expenditures.36 In addition, the uninsured are also likely to face higher 
prices from their health care providers. Insurance companies are able to leverage the size of their 
patient pools to negotiate lower prices, while the uninsured—lacking unified bargaining power— 
regularly face higher prices at the doctor’s office. According to the Kaiser Family Foundation, 
uninsured adults are twice as likely to have “problems paying medical bills” and almost three times 
as likely to worry about paying for health care than privately insured nonelderly adults.37 In 2019, 
about 30% of uninsured nonelderly adults were in the process of paying off at least one medical bill 
compared to 18% of all consumers.38   
It is not just the uninsured that have problems affording health care; for those with immediate 
medical issues and low incomes, health care costs can be catastrophic. According to the American 
Public Health Association, 66.5% of bankruptcies in the U.S. are related to medical expenses, largely 
due to their unpredictable timing and rising costs.39 With so many people unable to pay their health 
care bills, state and federal governments are forced to contribute public funds to make up the 



































manageable for patients. Despite efforts to reduce bankruptcies, Nevada’s rate of medical 
bankruptcies remained steady over the past several years. The state has a disproportionately high 
share of low-income individuals who typically have the least access to credit resources to afford 
health care. Without directly targeting increasing costs, any health care policy solution will fall short.  
Forgoing or delaying care also compounds existing health issues, making them potentially more 
severe and expensive in the future.40 A review of the 2018 National Health Interview Survey found 
that 19% of uninsured American adults under 65 delayed care or avoided filling prescription drugs 
due to cost (compared to 6% of adults with private insurance).41 Delayed diagnosis time often leaves 
patients with more serious and expensive health issues down the road. Even if they are able to receive 
expensive treatments, uninsured patients are less likely to get preventative care or be diagnosed with 
avoidable illnesses in the first place. As a result, uninsured patients have a higher mortality rate than 
patients with insurance. Research consistently shows that the provision of health insurance increases 
access to care, health care utilization, and affordability.  
In order to effectively address rising costs, several contributing factors are separately explored: (1) 
aging population, (2) technological advancement, (3) price comparison, (4) wasteful care, (5) 
administrative costs, (6) insurance pools, (7) lifestyle, and (8) unintended pregnancy.  
Aging Population 
Over the past several decades, the number of children born to each woman in the U.S. dropped 
significantly, increasing the average age of the U.S. population.42 Expanded access to contraception, 
increased participation of women in the workforce, and a variety of other cultural factors—including 
expanded access to education in the last several decades— drove the birth rate down. At the end of 
the 1950s, the average American woman gave birth to more than 3.5 children.43 In 2018 the number 
of births decreased to only 1.73 per woman.44 Today, each woman would need to have 2.1 children 
to maintain the current population size.45  
The U.S. population once fit a pyramid-shaped distribution model with more young people than old 
(see Figure 4). In recent years, the age distribution of the U.S. population appears more rectangular, 
with about an equal number of people in each age group (see Figure 5). Figure 6 shows that Nevada 
follows the national population distribution trend. 
Decades ago, when birth rates were well above the rate necessary to maintain current population 
size, it was feasible to rely on the working age population to financially support the elderly and 
children. But the elderly population is much larger compared to the working age population today 
(see Figure 5), and the cost of health insurance exceeds the capacity of working age people to 
subsidize the elderly as they once did. The Medicare funding crisis will worsen because the current 
Social Security funding structure relies on population growth. Federal policymakers anticipated 
demographic shifts as Baby Boomers began to age and subsequently allocated additional funds to 
Social Security in later years. However, this is not sufficient to dismiss worries about future funding. 
Although rising standards of living and medical advancements have increased life expectancy, the 
Medicare eligibility age remains the same as established in Social Security Act Amendments in 1965. 




for a longer amount of time. This is expected to be an issue in the 2020 presidential election, with 
former vice president and democratic candidate Joe Biden proposing to lower the eligibility age to 
60. While this might be a popular position, its financial effects are undetermined.46 
Figure 4: United States Population, 195047  
 
 
Figure 5: United States Population, 201948 
 













































Figure 6: Nevada Population, 201949 
 
According to U.S. Census Bureau population estimates, Nevada was among the ten states with the 
largest increase in the portion of the population aged 65 or older from 2017-2018. In 2019, about 
500,000 Nevadans were over age 65, a 5% increase from 2018.50 Although the population over 65 
made up only 16% of the total population in Nevada in 2019, 51 the same age group is responsible for 
around 36% of total health care spending across the country.52 As the population continues to age, 
expenditures and demand for health care will continue to rise, adding additional pressure to an 
already overburdened health care system. 
Technological Advancement 
Advancements in medical technology like innovative testing, pharmaceuticals, and treatments 
generally improve health outcomes, but come at a steep price. While some new medical technology 
reduces costs, health care system incentives often result in unsuitable dissemination53; cost-effective, 
productive technologies are underutilized and ineffective, while expensive technologies are 
overused.  In addition, diseases that were once fatal can now be treated with expensive technological 
procedures. While patients rarely die of cheaper-to-treat pneumonia or tuberculosis as they did in 
the early 1900s,54 they now suffer from diseases that are more expensive, such as Alzheimer’s or 
cancer.  
Price Comparison 
Patients and their families are often unable to explore the best price options to keep their loved ones 
or themselves healthy; as a result, families will continue to pay as much as is necessary on innovative 























technologies, even to the point of bankruptcy. The high stakes of health care push patients and their 
families to spend more than they would be willing to in any other sector. Patients struggle to decipher 
differences in quality of care because they lack medical expertise and are unable to compare the same 
procedure administered by different physicians.  
Navigating the complex and differing health insurance coverage rates adds an additional challenge. 
Insurance plans are notoriously vague about reimbursement rates and physicians are similarly 
unlikely to explicitly provide prices. Price comparison takes time and resources that are simply not 
accessible to many Americans seeking immediate care. Patients are unlikely to search for a hospital 
in their insurance provider’s network when they require urgent care. Legislation in Nevada to 
increase price transparency, like Nevada SB 472—which established an all-payer claims database in 
2019—are invaluable to guaranteeing patients adequate information to make cost-effective 
decisions and incentivize providers to compete.55 
Wasteful Care 
While the quality of care continues to drive up costs, the quantity of services and tests administered 
are increasing as well. An insurance payment structure that pays per service56 consumed may 
incentivize physicians to overprescribe care in order to maximize profits.57 Physicians also often 
order more tests than necessary to “cover themselves” in case of medical malpractice lawsuits.58 One 
study found that 59% of specialists conduct more tests than necessary, which implies that patients 
and their insurance pools are paying more than necessary (or even useful).59 Between patients 
requesting unnecessary tests due to lack of medical expertise and physicians’ incentives, many 
procedures or tests are overutilized. Even though a patient may not pay out of pocket for unnecessary 
recommended services, their higher premiums—and subsequently lower wages—will reflect the 
increased use of benefits, regardless of if they personally utilize the services or not.  
Administrative Costs  
Administrative costs are incurred by providers and employees that do not go directly to physicians 
or toward the expense of a service. According to a 2016 analysis, the United States spent the most on 
administrative costs as a portion of health expenditures in the OECD.60 Figure 7 shows that the 
percentage of total health expenditures the U.S. spends on administrative costs is about 50% higher 
than France, the OECD country with the next highest administrative costs. The administrative burden 
in the U.S. is especially visible in hospitals; administrative costs make up over 25% of spending on 




Figure 7: Administrative Spending as a Percentage of Total Health Expenditures in 
OECD Countries, 201762 
 
The splintered network of U.S. insurance companies, providers, and policies create a convoluted and 
inefficient market that forces office administrators to navigate dozens of different health insurance 
particularities. Similarly, many employees are necessary to determine which claims to accept or 
deny, process payments, make hiring decisions, or manage employees.63 The high administrative 
costs of the complex and fragmented U.S. health care system generate substantially more expensive 
costs than nations with centralized care.  
Insurance Pools  
Health insurance networks can keep costs down for a large group of patients by pooling patients’ 
risk. To successfully disperse costs, insurance networks need many healthy patients to offset the cost 
of sick patients who use more resources. However, there is little incentive for healthy patients—who 
rarely need medical care—to remain insured. If costs are too high or insurance doesn’t seem 
necessary, a healthy patient might choose to pay medical expenses out of pocket. As healthy patients 
leave their insurance pool, the price for sicker patients to remain in the pool increases, which 
incentivizes even more healthy people to leave because prices are too high. The cycle continues, 
resulting in a “death spiral” effect. 
The individual mandate—a part of the Affordable Care Act—attempted to correct this problem by 
imposing penalties on the uninsured, encouraging individuals who might have foregone insurance 
altogether to purchase a health insurance plan. The effect of the subsequent repeal of the individual 
mandate on insurance premiums is unclear at this point, but it is expected to drive costs up because 
the healthiest participants in insurance pools are more likely to choose to be uninsured than pay for 




































Given that health is highly dependent on individual actions, policymakers cannot entirely control 
health outcomes. As a result, Nevada may lag behind national averages, even if the insured rate 
improves or costs fall because Nevadans have many unhealthy behaviors.  
While Table 1 displayed Nevada’s ranking in major health indicator categories, Table 2 highlights 
specific behaviors that influence the major categories. Among the 50 states, Nevada ranks 39th in 
healthy lives, a composite of several smaller categories like those in Table 2. It includes Nevada’s 
rank, Nevada’s rate for each measure, the average U.S. rate, and the year in which the data were 
collected for a number of select health indicators. The state ranks poorly for adults who report fair 
or poor health, alcohol-related deaths per 100,000, and adults who smoke.64 While policy aimed at 
access and affordability may improve outcomes, other factors that are less likely to be legislated still 
play a significant role.  







Adults who report fair or poor health (2017) 41 19% 17% 
Adults who smoke (2017) 32 18% 16% 
Infant mortality, deaths per 100,000 live births (2016) 19 5.8 5.9 
Alcohol-related deaths per 100,000 Residents 43 14.8 9.6 
Adults who are obese 9 27% 31% 
Breast cancer deaths per 100,000 female Residents 36 21.1 19.9 
Unintended Pregnancy 
Unplanned pregnancy places a financial burden on those giving birth and the public health programs 
covering pregnancy-related services. Reducing the unplanned pregnancy and birth rate would 
reduce the private and public cost of medical expenses. Because hospitals must provide maternity 
care and birth services, the government often shoulders the cost of care for expectant mothers, either 
through Medicaid or through government reimbursement programs for serving the uninsured.68 As 
a result, increasing access to contraception decreases the government cost burden. Section V details 
the societal cost of unplanned pregnancy and policy actions to address unplanned birth rates.  
Nevada previously attempted to ease the cost burden and access to contraceptives. Despite family 
planning’s cost-effectiveness explored in Section V, SB 344—which attempted to expand access to 
family planning services for Medicaid recipients—failed in the 2019 Legislative Session. The 
legislation proposed awarding grants to community health centers and nonprofits to make 
contraception cheaper and more available. SB 361 intended to increase access to contraception by 




failed. SB 94, however, successfully passed and allocated $6 million in grants to local government and 
non-profit organizations to provide additional access to contraceptives. 
III. Health Care Resource Shortages 
Nevada suffers from a shortage of health care resources. The Association of American Medical 
Colleges projects that the United States will face a shortage of at least 61,700 physicians by 2025.69 
Similarly, the American Journal of Medical Quality predicts a shortage of over 150,000 registered 
nurses by 2020.70 Although the shortages will impact the entire country, one in three Nevadans live 
in an area with a shortage of primary care providers or dentists. In rural areas, more than one in two 
Nevadans face a shortage.71 In addition to both the physician and nursing shortage, Nevada also lacks 
medical supplies.  
When shortages are acute enough, patients may struggle to obtain basic health care services. In times 
of crisis, this situation can produce devastating consequences. Finding a doctor may become difficult 
and appointments may not be available for long periods of time once a patient determines that they 
need care. As the population ages and demands more health care, shortages will worsen. 
Finding a sustainable solution to medical shortages in Nevada will require significant investment of 
public and private resources. Events like the October 1 shooting or the outbreak of COVID-19 
exacerbate existing insufficiencies and expose Nevada’s health care inadequacies, but they also 
present opportunities for action. While notable progress has been made, including opening the UNLV 
School of Medicine and increasing the capacity of the UNLV nursing program, gaps remain. This 
section explores the factors that contribute to the physician, nursing, and medical supply shortages 
in Nevada.  
Physician Shortage 
With ballooning demand for health services and high barriers for students to become physicians, the 
United States is projected to face an increasingly severe physician shortage. According to the 
Association of American Medical Colleges, there were 277.8 active physicians per 100,000 people in 
the U.S. in 2018,72 far fewer than necessary to meet the projected demand in 2025.73 Nevada has even 
fewer physicians than the already-insufficient national average; the Silver State ranks 45th in the 
country for number of active physicians, with only 213.5 per 100,000 people.74  
Nevada will have to reconcile the increasing demand of its growing and aging population with intense 
competition for physicians among nearby states also facing shortages. In addition, just under a third 
of Nevada’s physicians are older than 60 years old.75 Given that the median retirement age for 
primary care physicians in the U.S. is around 6576 and population growth is currently outpacing the 
growth in the number of physicians,77 Nevada will likely need an influx of doctors just to maintain its 
current physician-to-population ratio. In order to match the still-inadequate national ratio, Nevada 
will need an additional 2,561 physicians78 (assuming the population stays constant, which it likely 
will not —Nevada’s population increased 14.1% from 2010 to 201979).  
The impact of Nevada’s physician shortage became apparent in the aftermath of the October 1, 2017 




shooting in U.S. history, resulted in the death of 58 individuals and serious injuries to hundreds more. 
Governor Brian Sandoval declared a state of emergency in Clark County, and temporarily relaxed 
licensure requirements to allow out-of-state medical professionals to assist Las Vegas hospitals.80 
During the COVID-19 outbreak, the physician shortage in Nevada affected residents once again. To 
combat health care personnel deficiencies, Governor Sisolak allowed retired nurses and doctors as 
well as out-of-state and out-of-country professionals to practice in Nevada.81 In the future, Nevada 
may consider adapting the emergency license policies it used in crises to inform lasting solutions.  
Both of these situational licensure easements helped to temporarily alleviate the physician shortage 
but did not address the underlying cause; Nevada is not well-equipped to respond to either the daily 
health care needs of a growing population, nor to respond to a serious emergency. Market forces 
alone will not solve the shortage. A number of factors contribute to the physician shortage: limited 
medical school options, an insufficient number of residencies, and lack of resources in rural counties. 
i. Medical School Options 
Students hoping to attend medical school in Nevada have an additional option since UNLV opened its 
School of Medicine in July 2017. The state’s improved medical school capacity has the potential to 
address the health care demand and improve the region’s economy. 
The UNLV School of Medicine will provide a partial and gradual solution to the physician shortage. 
Tripp Umbach, a consulting firm, recommended a medical school development plan for UNLV based 
on similar projects at other schools. One UNLV peer school in Tripp Umbach models, the University 
of Central Florida School of Medicine, was established in 2006 (charter class in 2009) and reached 
full capacity—a class size of 120—in 2016.82 Similarly, UNLV’s School of Medicine 2017 charter class 
has 60 students, but future cohorts will expand to 120. If the UNLV School of Medicine receives 
accreditation in 2021 as expected, Nevada’s public schools (including the University of Nevada, Reno 
School of Medicine) will graduate a total of 180 new medical students annually.  
With the state’s physician shortage in mind, the UNLV School of Medicine plans to maintain and 
improve retention by increasing selectivity in admission,83 providing scholarships, improving local 
residency and education programs,84 and expanding class sizes.85 The UNLV School of Medicine also 
considers whether prospective students have strong ties in the state in their admissions decisions to 
improve retention; students more likely to remain in the state are given higher preference. To 
encourage local students to practice in state, the UNLV School of Medicine also offers generous 
scholarship packages—donors completely funded the charter class and committed to fund 40% of 
subsequent classes’ tuition through 2020.86  
The UNLV School of Medicine is expected to contribute directly to the local economy by spurring 
facility spending, employee spending, providing salaries and benefits to health care employees, and 
generating new tax revenue.87 Tripp Umbach’s analysis of 134 U.S. Medical Schools anticipates that 
the UNLV School of Medicine could generate $1.2 billion at maturity in 2030.88 In the same analysis, 
the University of Nevada, Reno (UNR) School of Medicine reports a current $285 million annual 
economic impact, the lowest among comparative schools and significantly lower than its expected 




the UNLV School of Medicine and the UNR School of Medicine will generate $1.9 billion in 2030, based 
on the projected population. 
ii. Residencies 
Residencies play a key role in retaining physicians; if residencies are unavailable in the state where 
students attend medical school, it is less likely that physicians will practice there. According to the 
Association of American Medical Colleges, 54.6% of physicians practice in the state they completed 
their residency.89 Retention is similar in Nevada; 56.5% of the 724 residents who completed a 
residency in Nevada from 2009-2018 practice in the state.90  
Accounting for its physician shortage and the need of its future medical school graduates, Nevada 
made strides to expand residency opportunities in the past several years. For example, Governor 
Brian Sandoval established the Task Force for Graduate Medical Education through executive order 
to oversee funding distribution in 201491 and the Nevada Legislature also allocated $10 million in 
2016 and 2017 to fund residency programs.92 As a result of deliberate action to increase the number 
of residencies, Nevada had the third highest percent increase in number of residencies and 
fellowships in Accreditation Council for Graduate Medical Education (ACGME)-Accredited Programs 
from 2008-2018 (155.9%).93 Despite the rapid increase in available residencies, Nevada still ranks 
44th in the country for the total residents or fellows in ACGME programs per 100,000 population 
(21.4).94  
If additional positions are not added, limited residency availability may mitigate the benefits of 
additional medical school graduates. Before the UNLV School of Medicine graduates its first class in 
2021, the less than 100 annual graduates from the UNR School of Medicine will continue to enter a 
field with limited competition, allowing them to find residencies in Nevada and fairly likely to 
practice in state. In order to successfully address the physician shortage and guarantee that the 
state’s investment in the UNLV School of Medicine is fruitful, Nevada will need to continue expanding 
residency opportunities, especially as the number of Nevada medical school graduates increases. 
iii. Health Care Access in Rural Counties 
Physicians also consider their quality of life and amenities in choosing a location to practice. Doctors 
generally do not want to raise a family in places with inadequate education options for their children, 
making Nevada’s subpar public education system95 a substantial drawback. Uncompetitive wages 
also contribute to the undesirability of locating to Nevada.96  
These statewide disadvantages are exacerbated in rural areas. While Reno and Las Vegas are 
population and education hubs, rural counties lack the same resources to attract physicians. Rural 
areas  have comparatively fewer desirable amenities—restaurants, entertainment, etc.—than urban 
regions, and health care providers may struggle to pay their student loans in an area without high 
demand.97 The statewide physician shortage is compounded by the lack of health care infrastructure 
in rural counties, which makes it difficult for rural residents to access health care. According to a 
study by the Pew Research Center, the average rural American has to travel about twice as long as 
urbanites and suburbanites to get to the nearest hospital.98 In Nevada, rural residents are sparsely 




Table 3 highlights one reason fewer physicians practice in rural counties: rural county access to 
hospital infrastructure. Nevada’s rural population is smaller than nearby states as a portion of 
population, but even so, Nevada has an inadequate number of federally qualified health facilities to 
serve its population.99 The lack of health infrastructure contributes to rural Nevadans’ decreased 
health care accessibility, but the small population likely makes building an inefficient investment. To 
address rural health needs while balancing a constrained budget, many policymakers are considering 
expanding the use of telemedicine, which allows doctors to consult patients via video-conferencing 
technology.  
Table 3: Rural Access to Hospitals in the Mountain West, 2017100 





Health Centers Outside 
of Urban Areas 
CO 712,573 32 62 70 
NM 686,089 10 13 101 
AZ 351,316 15 31 68 
UT 330,962 13 14 19 
NV 277,567 13 15 15 
Nurse Shortage 
The nationwide nurse shortage will affect Nevada negatively in the coming years. According to the 
American Journal of Medical Quality, Nevada will be short 302 nurses for every 100,000 people, 
giving it a “D” grade in the year 2030.101 There are two factors contributing to Nevada’s 47th rank in 
the country for number of nurses as a portion of the population: (1) limited access to education and 
training and (2) a shortage of health care facilities in rural counties.  
i. Limited Access to Education and Training 
Despite the fact that the state is facing a shortage of nurses, thousands of qualified applicants are 
turned away from nursing school each year because of a scarcity of nursing educators.102 Masters and 
doctoral programs are unable to keep up with the pace of retirement, in part because nursing 
instructors are often over 50 years old and nurse educators age out of the field. In addition, nursing 
practitioners and other similar workers earn higher wages than nursing instructors. The nurse 
instructor shortage exacerbates the nursing student shortage, which continues the cycle. 
State universities attempted to address the shortage in nursing programs. In response to the gap 
between the supply and demand of nursing instructors, UNLV is expanding its undergraduate 
program. As of Fall 2019, “a total of 216 students will be accepted annually over three cohorts- an 
increase of 50 percent since Fall 2017.”103 UNLV also hosted a nursing camp for high school 
upperclassmen and recent graduates in an attempt to recruit more Nevada high schoolers.104  
The Governor’s Office of Economic Development (GOED) in Nevada also is trying to alleviate this 




certificates for nurses targeting areas of need in the state, including specialty care, clinical research, 
and teaching.”105 It will take time to determine if these programs are successful in recruiting and 
retaining nursing professionals, but they show an effort to address the shortage. 
ii. Health Care Access in Rural Counties 
Nurses and doctors face similar concerns when moving to rural areas. Less competitive wages 
combined with the undesirability of living far from an urban region make it challenging for rural 
counties to attract a sufficient number of nurses.106 Similar to the physician shortage in rural areas, 
the lack of infrastructure also may contribute to the nursing shortage. The state could help remedy 
the shortage by creating traveling nursing opportunities and recruiting students from rural areas 
who are more likely to practice there. Physicians and nurses depend on each other, so the nursing 
and physician shortages impact one another.107 
Supply Shortages 
The outbreak of COVID-19 also revealed a medical supply shortage in Nevada. Like several other 
states, Nevada is not properly equipped to manage a sudden influx of patients due to insufficient 
hospital beds and equipment needs including ventilators and protective gear. Nevada has 2.1 hospital 
beds per 1,000 people, compared to the U.S. average of 2.4.108 Patients suffering from other diseases 
still occupy many hospital beds and will continue to be admitted to hospitals in addition to COVID-
19 patients.109  
The solution is not as simple as adding hospital beds or manufacturing supplies. Onerous certificate 
of need processes (see Section V) often require hospitals and health care providers to prove why 
service facilities or equipment are necessary. As will be discussed further in the policy section, these 
processes are costly and often discourage competition.  
Medical equipment and protective gear are in high demand, but Nevada has a fairly fixed and limited 
supply. In order to fill state gaps, the U.S. Strategic National Stockpile houses a federal repository of 
vaccines, medicines, and other medical equipment for national health emergencies. Unfortunately, 
there are not enough supplies available to meet demand, and the stockpile’s use is severely 
politicized.110 
Finally, resources are only useful insofar as they can actually be distributed to patients. The physician 
and nurse shortages further compound the effect of medical supply shortages. It is imperative to 
address all of these issues simultaneously to increase the effectiveness and efficiency of the health 
care system in Nevada.  
IV. Health Insurance Coverage and Uninsured 
Access to adequate and affordable health care depends on access to quality health insurance. To 
evaluate how Nevada is insured and why its health insurance distribution is unique, this section is 
divided into three parts. The sections will describe (1) how Nevadans have been insured over the last 
decade, (2) the unique labor market factors that contribute to Nevada’s coverage, and (3) how the 




How Nevadans are Insured 
How people are insured (or not) greatly impacts the amount that they pay for their coverage, as well 
as the quality of care they receive. Table 4 includes the number of residents and percent of the state 
population receiving coverage from each insurance coverage option from the 2018 American 
Community Survey.111  













Percent Percent People 
Employer-
Sponsored 
55.2% 53.5% 1,604,000 Private 
Coverage is provided through either an 
employer or union 
Medicare 17.6% 17.1% 514,000 Public 
Federal program to assist people 65+ with 
health costs 
Medicaid 20.5% 19.2% 577,000 Public 
Program primarily for low-income and 
disabled Americans supported by a 
combination of state and federal funds 
Uninsured 8.9% 11.2% 336,000 N/A 




13.4% 11.3% 339,000 Private 
Plans are purchased directly from an 
insurance company or from a government-
sponsored Marketplace 
TRICARE 2.7% 3.5% 106,000 Private 
Coverage for uniformed service members, 




2.3% 3.4% 101,000 Public 
Care provided by the Department of 
Veterans Affairs and the military 
Figure 8 displays how Nevadans’ insurance coverage changed over the last decade. For a description 




Figure 8: Nevada Health Insurance Coverage, 2008 through 2018115 
 
In 2018, over half of Nevadans received coverage through employer-sponsored insurance, a rate that 
remained relatively unchanged since 2008.116 Similar to employer-sponsored insurance, the portion 
of the population insured through Medicare remained relatively constant from 2008 to 2018. The 
Affordable Care Act contributed to the decline in the uninsured rate and the increase in the number 
of people on Medicaid by mandating coverage, subsidizing Medicaid expansion, and supplementing 
non-group plans.  
Nevada’s uninsured rate declined over 10 percentage points from 2008 to 2018.117 The majority of 
the decline followed the implementation of the ACA. The uninsured rate in Nevada decreased by 
nearly 50% from initial implementation of the ACA in 2013118 (20.7%) to 2018 (11.2%). Despite the 
decline over the last several years, Nevada still has the seventh highest uninsured rate in the country 
behind only Texas, Oklahoma, Georgia, Florida, Alaska, and Mississippi. Over 344,000 Nevadans were 
still uninsured in 2018.119 
Location plays an important role in guaranteeing coverage. Insurers offer fewer plans in less densely 
populated areas, but there is not a significant disparity between the insurance rate of rural compared 
to urban counties. Population hubs like Clark County and Washoe County display similar uninsured 
rates (12.4% and 10.2%, respectively).120 To guarantee health insurance for rural residents, 
policymakers should consider focusing on accessibility. Figure 9 displays the uninsured rate in 
Nevada by county. 
56% 52% 49% 49% 47% 49% 49% 48% 48% 49% 48%
5%
5% 5% 4% 5% 4% 5% 7% 6% 5% 5%
7% 10% 11% 12% 12% 12%
16% 19% 19% 19% 19%
10% 10% 11% 11% 12% 12%
12% 13%
13% 14% 14%
22% 22% 23% 22% 22% 21%

































Figure 9: Uninsured Rate in Nevada Counties, 2017121 
 
Access to Medicaid increased in the past decade across the United States, and in Nevada. From 2008 
to 2018, Medicaid enrollment in Nevada increased by over twelve percentage points.122 Similar to the 
reduction in the uninsured rate, the majority of the change in Medicaid enrollment occurred from fall 
2013 (just before Medicaid expansion of the ACA took effect) to August 2018, when Nevada’s 
Medicaid enrollment increased by 95%.123 The majority of new enrollees joined during the expansion 
period, which contributed to a sizable decrease in the number of uninsured individuals in the state. 
In addition to Nevadans able to enroll for the first time, the expansion also resulted in higher 
enrollment rates among people who were already eligible, perhaps because of the expansion’s 
publicity.  
Labor Market 
It is no surprise that Clark County, home to Las Vegas and almost 75 percent of Nevada residents, is 
highly dependent on the hospitality industry. Nevada’s tourist-focused economy makes the state 
especially susceptible to high rates of uninsurance. Three notable factors in Nevada’s labor market 
that influence health insurance coverage are (1) employment distribution, (2) the prevalence of the 




i. Employment Distribution and the Service Economy 
Unfortunately, guaranteeing employment alone is not enough to ensure Nevadans have access to 
adequate health insurance. The majority of the uninsured population in the U.S. has one or more full-
time employees in their family; in Nevada, 62.9% of Nevada’s uninsured population was employed 
in 2018.124 Survey data collected by the Kaiser Family Foundation indicates that many jobs that are 
highly concentrated in Nevada—cooks, cashiers, waiters and waitresses, building cleaners, maids 
and housekeeping cleaners, and retail salespeople—are among those with the highest uninsured 
rates in the country.125 For example, Nevada has 15.1 percentage points higher employment in the 
“arts, entertainment, and recreation, and accommodation and food services” sector than the U.S. 
average, an occupational category that offers less employer-sponsored insurance opportunities. 
Figure 10 shows the distribution of jobs in Nevada compared to the country according to the 2018 
American Community Survey.  
Figure 10: Employment by Job Sector in Nevada and the United States126 
While Figure 10 displays the total employment distribution in Nevada and the U.S., Figure 11 shows 
the state employment distribution in the left column compared to its job distribution among 
uninsured employed people in the right column. It shows that some sectors, like the “arts, 
entertainment, and recreation, and accommodation and food services”—which employs over a 
quarter of the uninsured workers in the state—represent a larger portion of the uninsured 
population than total employment. Sectors less likely to provide insurance (like entertainment or 
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Figure 11: Nevada’s Total Employment and Uninsured Employed Populations by 
Sector127  
 
Hourly service jobs in Nevada often pay better than in other states because of overtime and tips, 
which can disincentivize employees to seek salaried positions with employee-sponsored health care. 
Tip and overtime incentives push employees into service and independent contracting service 
positions. As a result, many Nevadans end up working full-time jobs without the benefits of a typical 
salaried position. Service industry workers pay more for lower quality insurance plans than salaried 
workers who receive employer-sponsored, tax-advantaged health insurance plans, or are uninsured.  
ii. Gig Economy 
The “gig economy” is a labor market of short-term contractors, independent contractors, and 
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Less-educated workers who are already less likely to receive less employer-sponsored insurance129 
make up the majority of the gig labor force. Many of these positions are especially common in 
Nevada’s tourist-driven economy. Employees may have the opportunity to get more money in their 
pockets by working overtime and foregoing salaried positions (with affordable employer-sponsored 
health insurance) if they believe their health is adequate enough to take on the risk of being 
uninsured. Others may have few job opportunities and take a gig position out of necessity. 
Consequently, gig workers are less likely to be insured, which can result in fewer healthy participants 
in insurance pools.  
The Affordable Care Act attempted to reduce the negative effect of healthy workers exiting health 
insurance markets (therefore creating more expensive insurance pools) by giving atypical employees 
like gig workers a chance to compare and purchase plans.130 Prior to the Marketplace, shopping in 
the non-group market was a difficult process with little transparency. Even though they have more 
opportunity to shop for plans, gig workers still face many obstacles in securing affordable health care 
and insurance.  
Opportunities for gig work are expected to expand, which means underinsurance and uninsurance 
rates are projected to rise absent any policy or industry change. The Bureau of Labor Statistics and 
the U.S. Census Bureau are not able to describe the exact size of the gig economy nor its geographic 
dispersion well due to the atypical complexity of the gig market.131 The government does, however, 
track the activity and size of “nonemployer firms”—businesses without employees that earn at least 
$1,000 annually. Brookings Metropolitan Scholar Mark Muro and colleagues use this metric as a 
proxy for growth in the gig economy because the majority of these businesses are companies like the 
shared ride or lodging industry.132  
From 2012 to 2014, Las Vegas non-employer “gig” employment in select ground passenger 
transportation sectors increased by a staggering 105.3% compared to only 4.4% in payroll 
employment. Traveler accommodation gig employment increased by 17.7% compared to the payroll 
increase of 3.5%.133 The Las Vegas gig economy growth in both sectors well outpaced the national 
average and many other major metropolitan areas.134 If the trend continues, Nevada will have a large 
number of gig workers lacking adequate health insurance.  
iii. Recession Susceptibility  
While Nevada’s economy already incentivizes working full-time with part-time benefits, recessions 
can also wreak havoc on Nevada’s employment and the state’s rate of insurance coverage. Hospitality 
and tourism sustain about half of the state economy, which includes jobs concentrated in high 
recession-risk positions like in tourism and retail. Las Vegas’ high risk was apparent in the Great 
Recession when Nevada lost 170,000 jobs from 2007-2011, 80% of which were in tourism, retail, or 
real estate.135 Many that lost their jobs also lost their health insurance in the process. While some 
were able to qualify for Medicaid, many were left uninsured.  
Just over a decade after the start of the Great Recession, when Nevada’s peak unemployment rate 
was the highest in the nation (just under 14% in 2010),136 the state is facing another employment 
crisis. COVID-19’s economic fallout will likely affect Nevada more acutely than the rest of the country. 




setting the state’s May 2020 unemployment rate at a record high of 22% (more than seven 
percentage points higher than the national rate).137 In addition to the unemployment spurred by stay-
at-home orders, Las Vegas’ recovery may lag behind that of other locations. Fewer people will be able 
to afford travelling after suffering from reduced hours or job loss, but potential tourists are also more 
likely to avoid crowded places like the Las Vegas Strip. Decreased visitation could force businesses 
to lay off additional employees or extend furloughs, leaving thousands of Nevadans jobless in the long 
term.  
Without employers, Nevadans will also struggle to afford quality insurance. According to Vox, people 
losing their jobs can use COBRA—a program allowing people to pay the full price of their current 
employer-sponsored health plan after being laid off, some will be eligible to enroll in Medicaid, and 
some will be able to privately enroll in a plan.138 Along with a handful of other states, Nevada 
reopened its Marketplace enrollment period to allow new enrollees at least partial coverage in light 
of the crisis.139 Unfortunately for those losing their jobs, employers cover the majority of the tax-
advantaged bill for employer-sponsored health insurance plans. As a result, it’s extremely difficult 
for recently unemployed people to pay for their employer-sponsored plan or afford one of similar 
quality in the non-group market. The concentration of jobs in a high-risk industry may result in an 
uptick in the state’s uninsurance rate or leave many underinsured absent policy intervention.  
Demographic Factors 
Nevada’s unique demographic distribution also interacts with its insurance coverage. Four notable 
demographic considerations in Nevada’s health insurance coverage are (1) income, (2) race, (3) 
citizenship status, and (4) age.  
i. Income 
In addition to its unique labor market, Nevada’s income distribution also affects how residents are 
insured. According to the U.S. Census Bureau, Nevada’s median household income is $58,646 
(compared to $61,937 in the U.S.) and its poverty rate is 12.9%.140 Adults living in poverty are nearly 
five times as likely to report being in fair or poor health than adults with family incomes over 400% 
of the federal poverty level.141 Similarly, low-income adults suffer from heart disease, diabetes, 
stroke, and many chronic illnesses more than their higher-income counterparts.142 
Behavioral actions like smoking or obesity rates explain many of the health outcome differences 
between income groups. Higher-income earners are more likely to have stable jobs, be able to afford 
healthier food, have access to better health care, possess resources to afford a healthier lifestyle, own 
homes in less polluted areas, and be zoned for quality schools. As a result, higher-income earners face 
lower likelihoods of contracting diseases and dying prematurely.143 Lower-income earners are also 
more likely to face restricted access to health care, face financial difficulty paying for care, and are 
more likely to be uninsured or underinsured. Lacking health insurance often results in delaying or 
avoiding care altogether. As patients put off preventative care, their health issues compound and 




Figure 12 shows the distribution of Nevada’s entire population by income versus of the uninsured 
population by income. When household income rises, the rate of uninsurance falls. Lower-income 
families in Nevada are less likely to be insured.  
Figure 12: Nevada’s Uninsured Population by Household Income, 2018144 
 
Although the uninsured rate helps explain the income differential in access to care, it does not tell the 
full story. Insurance coverage types vary in quality and cost sharing burden. Employer-sponsored 
insurance typically covers a higher portion of health care costs than state-sponsored insurance or 
non-group plans. Higher-income individuals tend to be covered by employer-sponsored plans 
through their higher-paying, stable, and (typically) salaried positions.  
Figure 13 shows the portion of nonelderly Nevadans that are uninsured, insured by Medicaid, or 
insured by employer-sponsored plans by income between 2008-2018.145 Over three-quarters of 
Nevadans with an income over 400% of the Federal Poverty Line (FPL) are insured through 
employer-sponsored plans. By contrast, over half of Nevadans with an income under the FPL are 
insured through Medicaid.146 The rate of Medicaid coverage among low-income Nevadans is likely 














Figure 13: Nevada Insurance Coverage of Nonelderly Adults by Federal Poverty Level 
(FPL)* 147 
 
*Note: Each income bracket has less than 100% explanation because the original data source did not report individual 
purchase or other government-sponsored plan rates by FPL.  
ii. Race 
Racialized income gaps also drive a racial health disparity. Figure 14 shows that although Hispanic 
or Latino people represent under 30% of Nevada’s population, they constitute over half of the state’s 
uninsured population. By contrast, white Nevadans total just under half of the state’s population but 
represent less than a third of the state’s uninsured population. For national context, the Hispanic or 
Latino population constitute over ten percentage points more of Nevada’s total population than the 


















Figure 14: Nevada’s Uninsured Population by Race149
 
Income drives a substantial portion of the health disparities between races. Black and Hispanic or 
Latino populations, for example, have higher rates of disease than non-Hispanic white people, but the 
difference in outcome is much smaller than the disparities between workers of the same race in 
different income brackets.150 Because minority workers hold more low-income positions than their 
white counterparts, they are also less likely to have salaried jobs that provide employer-sponsored 
insurance, or be able to afford health insurance on the private market.151 
iii. Citizenship 
According to the 2018 American Community Survey, noncitizens and foreign-born residents are 
overrepresented in Nevada compared to the nation as a whole; 10% of Nevada’s population are 
noncitizens152 (compared to 7% of the U.S. population153) and 19.4% of Nevada’s population are 
foreign-born (compared to 13.7% of the U.S. population154). Noncitizens and foreign-born residents 
are also disproportionately uninsured within the state—35% of Nevada’s uninsured population are 
noncitizens and over 40% are foreign-born (an uninsured person can be both a noncitizen foreign-
born resident).155 The majority of the uninsured population are still U.S.-born citizens, but we should 
keep Nevada’s unique demographic composition in mind as we seek to increase equitable access to 
health care.  
Figure 15 shows the portion of Nevada’s residents that are native-born, foreign-born, naturalized 







































Figure 15: Nevada’s Uninsured Population by Nativity and U.S. Citizenship Status156 
 
The language barrier and lower socioeconomic status of undocumented Nevadans contribute to an 
outsized uninsured rate and demand targeted intervention.157 One considerable barrier to 
undocumented immigrants’ struggle to obtain health coverage is that they are ineligible for both 
Medicaid and some Marketplace coverage. Even documented immigrants struggle to obtain 
affordable health insurance. “Lawfully-present” immigrants who earn less than 400% of the FPL 
qualify for Marketplace subsidies, but only those who endure a five-year waiting period can qualify 
for Medicaid.158 
iv. Age 
Working age adults make up the majority of the uninsured population across the country. The age 
groups with the highest uninsured rates are those from ages 26 to 34 and from 35 to 44.159 Children 
under age 18 have access to federal resources like the Children’s Health Insurance Plan, and adults 
over age 64 qualify for Medicare, so these age groups are more likely to be insured. Because younger 
adults tend to be in better health, they are more likely to make the decision to forgo insurance. 
Figure 16 shows the distribution of Nevada’s population and its uninsured population by age group 
as reported by the 2018 American Community Survey 5-year estimates. Over 40% of Nevada’s 
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Figure 16: Nevada’s Uninsured Population by Age161 
 
V. Policy Recommendations 
The executive branch and the state legislature should continue to address Nevada’s evolving health 
care needs. The challenge of creating effective health care policy falls, in large part, on state officials 
due to the division of federal and state responsibility. In the past decade, Nevada took on several 
health challenges and made valuable progress, but more needs to be done. For a detailed list of 
legislative action from 2011-2019, see Appendix A.  
In 2019, the Nevada Legislature created the Patient Protection Commission (PPC), a group of 11 
industry representatives and patient advocates appointed by the Governor, and three ex-officio 
members—the director of the Department of Health and Human Services, the insurance 
commissioner, and the executive director of the Silver State Health Insurance Exchange. The PPC 
biannually assesses and reports on the state of health care in Nevada and makes legislative 
recommendations accordingly.  
The PPC should take advantage of its potential to influence Nevada policy by recommending a series 
of policies. A similar board in Massachusetts, the Health Policy Commission (HPC), enacted sweeping 
reforms as a direct result of data-driven recommendations.162 The HPC partnered with its sister 
agency to collect data on health care costs in Massachusetts, and created benchmark goals in order 
to increase accountability for state policies. Data drives effective policy and allows success to be 
measured. State policymakers should follow the HPC’s lead in expanding data collection and 
dissemination. In Nevada, a proactive and well-informed PPC can assist Nevada elected officials in 
developing better health care policies for all Nevadans.  
This section includes policy recommendations that the PPC should recommend and state officials 
should consider during an expected 2020 Special Session of the Nevada Legislature or in the 2021 












of other innovative states. Nevada can positively impact its current health care policy landscape by 
reducing costs, addressing shortages, and increasing insurance coverage.  
Costs  
i. Allow pharmacists to prescribe self-administered contraception and continue providing grants for 
contraceptive distribution. 
Unintended pregnancies create significant challenges for the health, mental well-being, educational 
achievement, economic mobility, and personal relationships of mothers and their children. The fiscal 
implications of unintended pregnancies are also costly for taxpayers.163  
Preventing unintended pregnancies and providing free access to contraception can save millions of 
public dollars. A 2010 Guttmacher Institute report found that public funds supported 60% of 
unintended pregnancies. The report also found that preventing unintended pregnancies in Nevada 
would save the State of Nevada $27.4 million each year, and the federal government an additional 
$48.5 million.164 Providing access to contraception is several times cheaper than the public (and 
unmeasured private) costs associated with unintended pregnancy and births. In fact, every public 
dollar spent on family planning returns $7.09 in savings for unintended births, miscarriage care, 
prevented cervical cancer, sexually transmitted infections, and low birth weights.165 
Medicaid, funded through a combination of state and federal resources, covers the cost of a 
disproportionately high number of pregnancy and birth-related expenses compared to the portion of 
the population it insures.166 In 2018, Medicaid was the principal source of payment for 42.3% of all 
U.S. births167 and, according to an analysis of the National Survey of Family Growth, around half of all 
pregnancies are unplanned.168 Unintended pregnancy data is scarce and not fully up to date, but teen 
pregnancy rates help highlight the gap between the total number of planned and unintended 
pregnancies. Nevadans recorded 20.5 births per 1,000 women aged 15-19 compared to 17.4 across 
the United States in 2018.169 In 2011—the last year data is available—75% of expectant mothers aged 
15-19 did not intend to become pregnant170 and 77.3% paid for birth costs using Medicaid.171  
In 2016, the State of Colorado enacted policies to increase access to contraception, which proved 
highly effective in reducing abortion and teen pregnancy rates.172 New legislation allowed 
pharmacists to prescribe birth control after completing an online training. Only requiring completion 
of a questionnaire, this alternative to seeing a gynecologist proved far less daunting for young women 
trying to acquire contraception. Colorado also spent $28 million across 8 years supplying 
intrauterine devices (IUDs) to 75 public health clinics (which see primarily lower-income women) 
and high schools across the state. IUDs—the most reliable and effective form of birth control—were 
previously used primarily by higher-income women.173 During the time that it provided free IUDs, 
Colorado’s birth rate for women between 15-19 years old fell by 59% and the teen abortion rate fell 
60%.174  
Increasing information about and access to contraception reduces public health care costs and 
improves health outcomes. Colorado succeeded in reducing its teen pregnancy rate by decreasing the 
number of obstacles younger women face in acquiring birth control. In addition to increasing 




contraception, both of which result in significant cost savings. For those that are privately insured, 
states are also able to expand access to contraception without covering the cost of birth control itself 
because the ACA requires all insurance plans to cover one of each type of contraception without a 
copayment, coinsurance, or other form of cost sharing.  
Medical Resource Shortages 
Nevada should expand the number of residencies available for recent medical school graduates, 
honor medical licenses from other states, and decrease regulatory barriers to using telehealth.  
i. Physician Shortage: Increase the Number of Residencies 
As discussed in Section IV, Nevada has far fewer residencies than necessary to support its increasing 
number of medical school graduates. The rate of physician retirement, increasing size of the older 
population, and continued population growth in Nevada support the need for more residencies. The 
state increased its number of residencies, but the growth is projected to be insufficient. Residency 
expansion is already under way. For example, the Valley Health System is expanding residency 
programs in five of its hospitals using grant money to enhance graduate medical education (GME).175 
However, this expansion will only result in a small number of new residencies, leaving Nevada in 
need of additional and continued buy-in from lawmakers. 
The Nevada Legislature should also attempt to qualify for federal funds to address disparate access 
to care in rural areas or implement a state-level solution based on the federal model. In July 2019, 
the U.S. Health Resources & Service Administration awarded $20 million to train doctors in rural 
residency programs with the aim of increasing the rural physician workforce.176 The Rural Residency 
Planning and Development Program awarded grants to 21 states. Nevada received no funding, likely 
because applicants must have the necessary rural-serving infrastructure to train doctors.  
ii. Physician Shortage: Honor Other States’ Medical Licenses  
Nevada, like many states, struggles with recruiting and retaining experienced health care 
professionals. Although medical training and testing are nationally regulated, physicians must also 
obtain a license from every state they practice in.177 Each state medical board has its own licensure 
requirements, and individuals can encounter widely varying criteria to practice across state lines.178 
The federal government has yet to address fragmented licensure requirements, so states have 
attempted to mitigate the issue on their own. Nevada joined the Interstate Medical Licensure 
Compact (IMLC) alongside 28 other states, Washington D.C., and Guam in 2015.179 The compact 
allows expedited processes for qualifying physicians to gain licensure in participating states. While 
the compact reduces the burden of stringent and inconsistent licensure challenges, physicians are 
still required to gain licensure in the state they would like to practice. Instead of subjecting physicians 
licensed in one state to the complex, inconsistent licensing requirements to obtain additional license, 
Nevada should consider honoring other states’ physician licenses by entering a “mutual recognition 
agreement.” Federal regulations ensure a floor on the quality of physician licensed in the U.S., but 





iii. Physician Shortage: Deregulate Telehealth  
Not only do arduous state licensure requirements reduce physician mobility, but they also stifle 
telemedicine innovation. According to a report from the Brookings Institution, telehealth is “the 
broad use of telecommunications for health-related services.”181 Expanded access to telemedicine 
makes it easier for patients to see physicians and has the potential to address health coverage gaps 
in traditionally underserved areas of Nevada. The distanced nature of telemedicine does not require 
patients and physicians be in the same state, but providers must hold a license in their patient’s state 
to practice, regardless of the provider’s physical location. If Nevada entered a mutual recognition 
agreement, physicians with licenses in other states and physicians physically located in other states 
could see patients in Nevada. 
The COVID-19 crisis spurred federal and state action to ease restrictions on licensure requirements, 
provide greater flexibility for providers to administer more services, and authorize Medicare to cover 
telehealth services in any location.182 As discussed in Section III, Nevada declared a state of 
emergency allowing retired physicians and physicians with licenses in other states to practice.183 
Because the U.S. health care system relies on state regulation, telemedicine faces inconsistent 
regulatory frameworks. Nevada should collect data on the use of telehealth during the pandemic for 
future regulatory discussions. 
The state should also consider repealing its coverage parity laws that mandate telehealth coverage. 
According to the Brookings Institution, requiring insurers to cover all services at equal rates to in-
person visits may result in regulatory burdens that slow the adoption of telehealth initiatives.184 
Moving away from parity laws and towards regulatory flexibility incentivizes innovation and 
encourages cost-effective telehealth expansion.  
iv. Nursing Shortage: Join the eNLC 
It is imperative that Nevada solve its nursing shortage because nurses and physicians play a valuable 
and interdependent role in caring for patients. As of May 2020, Nevada is not a member of the 
enhanced Nursing Licensure Compact (eNLC).185 The eNLC, similar to the IMLC for physicians, is an 
interstate licensure compact that allows nurses to work across state lines. Led by the National Council 
of State Boards of Nursing, the eNLC lets nurses practice in member states, offering them greater 
mobility and flexibility. Membership in eNLC would make Nevada a more desirable location for travel 
nurses, who utilize the eNLC’s licensure components to travel and work across state borders. Due to 
the lack of infrastructure and health care professionals in rural counties, travel nurses are often the 
only option to address health care personnel shortages.  
v. Facility/Supply Shortage: Repeal CON laws 
In the 1970s, the National Health Planning and Resources Development Act required states to 
implement certificate-of-need (CON) regulations, which require facility construction proposals to 
demonstrate definitive need. CON regulations aimed to ensure rural access to health care facilities 
and prevent overconcentration in urban areas, but implementation seems to have had the opposite 
effect. Recent research shows that CON regulations are associated with reduced access to hospital 




Although CON laws for traditional hospital facilities intended to encourage the use of lower-cost 
hospital substitutes like Ambulatory Surgery Centers (ACSs), 28 states—including Nevada—also 
require ASC-specific CONs.187 Rather than guaranteeing an adequate supply of facilities and 
affordable health care, CON regulations limit the supply of traditional hospitals and ASCs.  
Since the mandate and its associated federal funding were repealed in 1987, states have recognized 
the unintended consequences of CON regulations. As of December 2019, only 35 states still operate 
CON programs, and many more have moratoriums or modifications in place.188 In Nevada, CON laws 
apply to both facilities (hospitals, ASCs, skilled nursing facilities, and health maintenance 
organizations) and health care expenditures (only in counties with a population of less than 100,000, 
a city with a population of less than 25,000, or for the construction of a health facility over 
$2,000,000). Expenditures in Clark County and Washoe county are exempt from CON expenditure 
review, but some rural counties are still subject to review.189  
The current process hampers competition and creates barriers to entry that would not otherwise 
exist. With limited competition, remaining health care facilities are able to inflate prices and restrict 
patient access to care. Repealing at least the facility CON programs could allow providers to more 
easily expand their practices and purchase new technology.  
Coverage 
i. Establish Reinsurance for the Nevada Marketplace 
Government-funded reinsurance is a politically popular option to reduce the non-group market’s 
volatility. The ACA established the Marketplace and made it illegal to deny coverage or price 
discriminate based on characteristics other than age, location, or smoking status. Forcing insurance 
companies to insure people with preexisting conditions and establishing the individual market for 
the first time introduced immense uncertainty into the health insurance market, making it difficult 
for insurance companies to price their plans appropriately. In order to encourage insurance 
companies to offer reasonably priced plans in face of massive uncertainty, the ACA introduced a 
three-year reinsurance plan that limited insurance companies’ liability for costs incurred by an 
individual enrollee over a certain dollar value (initially $45,000, later raised to $90,000).190  
Although some have argued that reinsurance is a misallocation of resources because it offers federal 
money to insurance companies, this process is an effective method to stabilize the market. 
Reinsurance is also a successful feature of Medicare Part D’s prescription drug coverage. It would 
likely play an even more important role in the private insurance market because Medicare 
beneficiaries are consistently insured by the same provider and less likely to shift plans abruptly, 
resulting in more certainty in the Medicare market than the individual market.  
Insurance companies that do not benefit from reinsurance or other cost-stabilizing interventions are 
more likely to set their premium rates artificially high to cover the potential expense of high-cost 
enrollees. Constant federal policy turnover prompted by administrative shifts (like the establishment 
and subsequent repeal of the individual mandate) adds additional uncertainty in the market that 
makes it difficult for insurance companies to price their plans. By reducing the unpredictability of 




and set lower premiums. Lower premiums would make access to health insurance and health care 
more affordable and leave fewer Nevadans uninsured. 
Both Republicans and Democrats favor reinsurance programs. The majority of the Republican plans 
to “repeal and replace” the ACA included some form of reinsurance, but none have passed since the 
reinsurance established in the ACA expired. States are able to adopt reinsurance through section 
1332 waivers, which give states an option to allocate federal funding in creative ways. Some of the 
federal resources that Nevada currently spends on Marketplace subsidies to offset the cost of high 
premiums for lower-income earners could instead be allocated to institute a reinsurance program 
that reduces premiums for everyone, regardless of if they qualify for subsidies.191  
VI. Conclusion 
Americans face poor health outcomes, high and rising costs, difficulty accessing medical personnel, 
and barriers to affordable insurance coverage. As a result of national gridlock and fragmented 
regulation, state action is imperative to develop effective solutions to each of these obstacles. Nevada 
has made great strides in guaranteeing the health and financial stability of its residents, but 
persistent gaps demand additional action. By expanding access to contraception, increasing the 
number of residencies, easing medical professional licensure requirements, reducing telehealth 
restrictions, repealing the Certificate of Need regulations, and establishing a reinsurance program, 






Appendix A: Nevada’s Legislative Session Summaries 2011-2019 
i. Nevada’s 80th Legislative Session (2019) 
SUMMARIES, AS LISTED IN THE NEVADA ELECTRONIC LEGISLATIVE INFORMATION SYSTEM (NELIS) 
Bill Subject Matter 
AB 170 Makes Nevada the fifth state to fully incorporate the federal ACA’s protections for patients with pre-
existing conditions and helps consumers resolve problems with their insurers 
AB 223 Expands Dental Coverage for certain types of dental care 
AB 239 Simplifies how people with cancer/in hospice/palliative care are prescribed pain medication (relating 
to controlled substances; revising requirements concerning the review and investigation of a complaint 
concerning certain violations relating to controlled substances; requiring certain professional licensing 
boards that regulate prescriptions for controlled substances or practitioners who issue such 
prescriptions to develop and disseminate an explanation or technical advisory bulletin concerning 
certain requirements relating to such prescriptions; clarifying the independent authority of the State 
Board of Pharmacy to take disciplinary action; revising provisions concerning prescribing controlled 
substances for the treatment of pain; requiring a system for the maintenance of electronic health 
records to have certain capabilities) 
AB 310 Prescriptions for controlled substances must be electronic to prevent fraud 
AB 317 Requires an off-campus location of a hospital to obtain a distinct national provider identifier; revises 
provisions governing approval to operate a center for the treatment of trauma 
AB 469 Limits the amount a provider of health care may charge a person who has health insurance for certain 
medically necessary emergency services provided when the provider is out-of-network; requires an 
insurer to arrange for the transfer of a person who has health insurance to an in-network facility under 
certain circumstances; prescribes procedures for determining the amount that an insurer is required 
to pay a provider of health care which is out-of-network for certain medically necessary emergency 
services provided to an insured; requires the reporting of certain information related to that process 
AB 472 Requires insurers to cover maternity care for a surrogate parents  
SB 94 Revises provisions governing the Account for Family Planning by adding $6 million to family planning 
services for essential health care like cancer screenings, contraception, and STI prevention 
SB 179 Revises provisions relating to informed consent to an abortion; repeals criminal penalties on certain 
actions relating to the termination of a pregnancy; repeals the prohibition on the excusal of a person 
on certain grounds from testifying as a witness in a prosecution relating to the termination of a 
pregnancy (Streamlines/simplifies informed consent procedures for women seeking an abortion) 
SB 262 Prescription drugs: makes various changes to provide for tracking and reporting of information 
concerning the pricing of prescription drugs for treating asthma; requires certain insurers to provide 
certain notice concerning those drugs to insureds; provides for an administrative penalty for failure to 
provide certain information concerning those drugs to the Department of Health and Human Services  




SB 355 Authorizes doctors of oriental medicine to perform dry needling, a procedure similar to acupuncture 
SB 366 Dental care; establishes the profession of dental therapy governed by the Board of Dental Examiners 
of Nevada; revising provisions relating to dentistry and dental hygiene; providing penalties 
Dental therapy established, a mid-level provider between a hygienist and a dentist to increase access 
to dental care and contribute to the shortage  
SB 378 Prescription drug coverage under Medicare: revising provisions concerning coverage of prescription 
drugs under Medicaid and the Children's Health Insurance Program; revising provisions governing 
restrictions imposed on the list of preferred prescription drugs to be used for the Medicaid program; 
revising the criteria for selecting prescription drugs for inclusion on the list; replacing the Pharmacy 
and Therapeutics Committee with the Silver State Scripts Board; authorizing certain public and 
nonprofit insurers to use the preferred prescription drug list for Medicaid as their formulary; revising 
provisions governing the duties of pharmacy benefit managers 
SB 430 Expands the definition of “chronic or debilitating medical condition” for certain purposes relating to 
the medical use of marijuana 
SB 447 Exempts sales of certain durable medical equipment, oxygen delivery equipment and mobility 
enhancing equipment from sales and use taxes 
SB 472 Requires the Department of Health and Human Services to seek federal financial participation or grant 
funding and, to the extent obtained in a certain amount, to establish an all-payer claims database 
containing information relating to health insurance claims for benefits provided in this State; requiring 
certain insurers to submit data to the database; authorizing certain additional insurers to submit data 
to the database; providing for the release of data in the database under certain circumstances; 
requiring the Department to publish a report on the quality and cost of health care using data from the 
database; requiring the Department to submit certain other reports concerning the database to the 
Legislature; providing immunity from civil and criminal liability for certain persons and entities; 
authorizing the imposition of administrative penalties for violations of certain requirements 
concerning the database; making appropriations 
Establishes an All-Payer Claims Database to report data from insurers to increase price transparency. 
SB 544 Creates the Patient Protection Commission to review issues of healthcare quality, accessibility, and 
affordability and report twice a year to the governor and the legislature; provides for the appointment 






ii. Nevada’s 79th Legislative Session (2017) 
SUMMARIES, AS LISTED IN THE NEVADA ELECTRONIC LEGISLATIVE INFORMATION SYSTEM (NELIS) 
Bill Subject Matter 
AB 108 Periodic Review by the Division of Health Care Financing and Policy of the Department of Health and 
Human Services of Medicaid Reimbursement Rates to maintain accuracy for changing healthcare 
needs. 
AB 366 Establishes4 regional health policy boards in NV to advise the Public & Behavioral health departments 
and promote improvements to the delivery of behavioral health. 
Creates four behavioral health regions in this State; creating a regional behavioral health policy board 
for each region to advise the Division of Public and Behavioral Health and the Commission on 
Behavioral Health of the Department of Health and Human Services regarding certain behavioral 
health issues; authorizing each regional behavioral health policy board to request the drafting of not 
more than one legislative measure for each regular session of the Legislature 
AB 381 Prohibitsing an insurer from taking certain actions concerning prescription drugs covered by certain 
policies of health insurance 
Prohibits certain health insurers from moving a prescription drug from a lower cost tier to a higher cost 
tier within their formulary under certain circumstances.  
AB 428 Authorizes a pharmacist to furnish an opioid antagonist without a 
prescription under certain circumstances. In addition, the bill prohibits the development of 
standardized procedures and protocols that prevent a pharmacist from dispensing an opioid 
antagonist without a prescription. (basically prevents the body from reacting to the opioid) 
AB 473 Lets the Department of Health and Human Services impose on certain atypical and typical 
antipsychotic, anticonvulsant, and antidiabetic medications the same restrictions that are imposed on 
drugs on the list of preferred prescription drugs for the Medicaid program. 
SB 122 Account for family planning in the state general fund wherein the money must be used to award grants 
to local gov. entities/nonprofit orgs to provide certain family planning services 
SB 233 This revises health insurance coverage requirements in Nevada. The bill includes in Nevada law various 
requirements of the federal Patient Protection and Affordable Care Act. It requires all private health 
insurance plans and certain public health insurance plans made 
available in the State to provide coverage for certain preventive services without a copay, coinsurance, 
or higher deductible, etc. 
SB 262 Mental Health Coverage: payments made pursuant to a health insurance policy for mental health or 
alcohol or drug abuse treatment be made directly to the provider of the treatment rather than to the 
person receiving the treatment, if the provider is an out-of-network provider who has an assignment 
of benefits that meet certain qualifications. 
SB 366 Various changes to Medicaid- prepare a report about employee access to employer-based healthcare, 






iii. Nevada’s 78th Legislative Session (2015) 
SUMMARIES, AS LISTED IN THE NEVADA ELECTRONIC LEGISLATIVE INFORMATION SYSTEM (NELIS) 
Bill Subject Matter 
SB 35 Ratifies the Interstate Mental Health Compact, designating the Administrator of the Division of Public 
and Behavioral Health of the Department of Health and Human Services as the Compact Administrator 
SB 172 Prohibits a medical facility or a physician from allowing a person to perform or participate in activities 
for credit towards a medical degree, unless the person is enrolled in good standing at an accredited 
medical school. The bill exempts a physician from this prohibition if the activity takes place in a primary 
care practice that is located in a designated health professional shortage area and is entirely under the 
supervision of the physician; and the physician is not currently supervising other medical students. 
(attempt to help w/ doctor shortage, but still enforce physician standards) 
SB 459 Good Samaritan Drug Overdose Act-citizens and health care professionals are encouraged to seek or 
provide overdose reversal and emergency medical assistance to persons who appear to be 
experiencing a drug or alcohol overdose. Lets certain health care providers prescribe and dispense to 
a family member, friend, or other person who is in a position to assist a person experiencing a drug 
overdose certain medications that block the effects of addictive painkilling drugs. The bill provides 
immunity from civil and criminal liability and professional discipline for such actions under certain 
circumstances. 
 
iv. Nevada’s 77th Legislative Session (2013) 
SUMMARIES, AS LISTED IN THE NEVADA ELECTRONIC LEGISLATIVE INFORMATION SYSTEM (NELIS) 
Bill Subject Matter 
AB 80 Task Force on Alzheimer’s Disease within the Department of Health and Human Services, must carry 
out the State Plan to address Alzheimer’s disease as developed, revise the plan as needed, prioritize 
action steps, and research any other issues relevant to Alzheimer’s disease. 
AB 287 Allows for a court-ordered admission of certain persons with mental illness to a community-based 
program or outpatient services under certain circumstances 
Mental health; authorizing the involuntary court-ordered admission of certain persons with mental 
illness to programs of community-based or outpatient services under certain circumstances; requiring 
a peace officer to take into custody and deliver a person to the appropriate location for an evaluation 
by an evaluation team from the Division of Mental Health and Developmental Services of the 






v. Nevada’s 76th Legislative Session (2011) 
SUMMARIES, AS LISTED IN THE NEVADA ELECTRONIC LEGISLATIVE INFORMATION SYSTEM (NELIS) 
Bill Subject Matter 
SB 327 Licensure, telemedicine, nurses/doctors,  
SB 362 CNAs: prescribes certain provisions for health care facilities with more than 70 beds that are located 
in a county whose population is 100,000 or more (currently Clark and Washoe Counties). Specifically, 
the bill requires: 
 The inclusion of certified nursing assistants (CNAs) on these facilities’ staffing committees; The 
creation of documented staffing plans to include the number of CNAs in a unit and protocols to ensure 
adequate staffing in the event of an emergency; The facilities to be staffed in accordance with their 
plan; and The staffing committee to develop written policies governing when a CNA or a licensed nurse 
may refuse or object to a work assignment. 
SB 488 Rural Health: authorizes a county or district hospital to establish federally qualified health centers or 
rural health clinics as provided under federal law. It also instructs the Legislative Committee on Health 
Care to consider and evaluate methods to promote federally qualified health centers and rural health 
clinics as part of its review of health care during the upcoming legislative interim and to report its 
findings to the Legislature 
 
Appendix B: Health Insurance Coverage Types 
i. Employer-Sponsored Insurance 
Definition: Employer-sponsored health insurance, coverage sponsored by an employer, is the 
largest source of health coverage in the nation, insuring 157,299,500 people in the United States.192 
Although employer-sponsored insurance is considered private, payments are tax-advantaged. 
Insurance premiums, the fixed amount paid regardless of whether care is utilized, are automatically 
deducted pre-tax from employee’s paychecks each pay period. Employers also pay a portion of the 
full premium amount. 
Eligibility: Employers with over 50 employees are typically required to offer health coverage to full-
time employees and their dependents. Employers with fewer than 50 or part-time employees have 
the option to offer health coverage but are not legally required to.193 
About: According to the Kaiser Family Foundation, the average annual premium for employer-
sponsored coverage for families in 2018 was $18,357 in Nevada, lower than the US average premium 
($19,565). Employer-sponsored health insurance allows hirers to offer a more generous benefits 
package and compete for skilled labor without raising an employee’s salary. Employers subsidizing 
health insurance can also cause workers to stay working a job that they are unhappy with or that is 
less entrepreneurial to guarantee the provision of health insurance in a phenomenon described as 
“job lock.” Employer-sponsored insurance disincentivizes people from leaving insurance pools and 





Definition: Direct-Purchase or “non-group” health insurance plans are purchased by individuals that 
do not receive health insurance through an employer or a government-sponsored plan (like Medicare 
or Medicaid). The Marketplace allows customers to compare premiums, deductibles, network sizes, 
coinsurance rates, and copayments.  
Eligibility: Under the ACA, direct-purchase insurance is available to directly from an insurer or on 
the Marketplace.  
About: After passage of the ACA, the majority of privately purchased insurance plans were sold on 
the Marketplace, the comparison market that the ACA established for Americans to compare health 
insurance plans. States typically administer their own non-group markets. Although plans available 
on the non-group market are typically private, low-income individuals receive public subsidies to 
purchase insurance.  
One of the primary objectives of the ACA was to reduce the uninsured rate in the U.S. Americans often 
either could not afford insurance and opted out of insurance or lacked the time and resource to 
compare cost-effective insurance plans. To address the former, the ACA implemented the “individual 
mandate,” a requirement that all Americans be insured or pay a financial penalty, which was set 
substantially lower than the cost of the cheapest available premium on most state markets. The 
individual mandate ensured that health insurance pools had enough healthy participants to offset 
the cost of the more expensive patients, especially those with preexisting conditions that can no 
longer be legally denied coverage, also as a result of the ACA. In 2017, Congress eliminated the 
financial penalties associated with failing to comply with the mandate, a decision that took effect in 
2019.194 The effect remains to be seen, but it is expected to increase premiums because the healthiest 
individuals will opt out of insurance more often. In an attempt to decrease the burden of comparing 
plans, the ACA also created the non-group market. Each of these aspects of the ACA influenced 
Nevadan’s insurance coverage. After the policy went into effect in 2014, the number of Nevadans 
covered by “direct-purchase” insurance increased by 2.3 percentage points from 2013 to 2015, an 
increase of just over 25%.  
iii. Medicaid  
Definition: Medicaid is a publicly funded insurance program, supported by a combination of state 
and federal funds, for primarily low-income Americans whose household incomes are up to 138% of 
the federal poverty level. In Nevada, this level amounts to $16,753 per year for an individual or 
$34,638 for a family of four.195 
Eligibility: Medicaid is available to Nevadans that meet at least one of the following qualifications:196 
• Adults with a household income up to 138% of the Federal Poverty Line (FPL) 
• Pregnant women with household incomes up to 160% of the FPL 
• Children with household incomes up to 138% or 160% of the FPL depending on age. All 
children are eligible for the Children’s Health Insurance Program, health coverage 




About: In 2018, Medicaid covered 17.9% of Americans, making it the second largest insurance type 
in the U.S. after employer-sponsored.197 Because the ACA mandated insurance coverage (the 
individual mandate was repealed, a policy taking effect in January 2019198) in order to increase 
affordability for lower-income Americans, it also offered Medicaid expansion subsidies. Federal 
funding covers between 50 to 75% of the program’s expansion cost for states that chose to 
participate at rates based on the relative income of the state using the FMAP199 of the state. As of 
2019, thirty-seven states (including Washing D.C.) expanded their Medicaid programs.200  
iv. Medicare  
Definition: Medicare is a federally funded health insurance program for people who are 65 or older, 
certain younger people with disabilities, and people with End-Stage Renal Disease (permanent 
kidney failure requiring dialysis or a transplant).201 There are four parts of Medicare (see Table A1) 
that cover different services described by the Kaiser Family Foundation. 
















65 at no 
additional cost 
No 
Funded mostly through a payroll tax on 
wage and salary income for workers and 
employers. Enrollees must pay a deductible 











Medicare beneficiaries pay a premium of 
$99.90 per month, which can be deducted 
from a Social Security benefit check. The 
premium only covers about 25% of Part B 
spending, the rest is funded through general 
revenues.203 There is an annual deductible 
and no out-of-pocket maximum for 








Private insurance companies offer plans to 
cover Medicare-covered Part A and Part B 
benefits and often Part D benefits as well. 
About 34% of Medicare beneficiaries 








Medicare beneficiaries can gain Part D 
coverage through either Medicare 
Advantage programs (Part C) or stand-alone 
drug plans. The Part D option is also 





Eligibility: Medicare Part A is available to those that meet at least one of the following qualifications:  
• Adults aged 65+ 
• Certain young people with disabilities  
• People with End-Stage Renal Disease 
The three other parts of Medicare are optional additional coverage. 
About: Medicare was created in 1965 to increase access to health care for Americans over the age of 
65 and some people with disabilities. Medicare helps cover a variety of important services including 
hospital visits, physician visits, prescription drug care, and hospice care. The federally administered 
program constitutes 15% of total federal spending and covers 60 million people.204  
Over half a million Nevadans are enrolled in Medicare as of mid-2019.205 Of the portion of Nevada’s 
residents enrolled in Medicare, 36% are enrolled in Medicare Advantage plans. Because of their 
relatively small population sizes, seven of the sixteen counties in the state do not offer Medicare 
Advantage plans.206 Over half of the state’s beneficiaries also receive supplemental coverage through 
either employer-sponsored plans or Medicaid in addition to their Medicare coverage. Unlike plans 
on the Marketplace, Medigap plans, exist to fill gaps in Medicare coverage and include things like 
copayment subsidies, dental care, or vision care, and are not required to cover people with pre-
existing conditions. Medigap plans are able to deny coverage based on medical history. Medicare 
spending in Nevada is slightly lower than the national average 
v. Tricare & Veteran’s Affairs 
Definition: Tricare is health insurance provided by the United States Defense Health Agency for 
uniformed service members, retirees, and their families. 
Eligibility: Eligibility depends on enrollment of the Defense Enrollment Eligibility Reporting System 
(DEERS) system, in which sponsors (current U.S. Armed Forces military personnel and military 
retirees) are automatically registered and eligible dependents can be added. Once a service member 
leaves active duty, they become eligible for VA benefits.207 
About: Tricare can be used in conjunction with other insurance types, but it becomes a second payer 
starting when all other insurances have paid out. Tricare is the only coverage option for active duty 
members. Insurance through the VA fulfills the ACA requirement of “minimum essential health 
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